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Abstract
Nasobiliary drainage catheters allow effective decompression and ﬂushing in cases with cholangitis and obstructive
jaundice. Here the author describes the technique in a patient with obstructing cholangiocarcinoma and severe cho-
langiosepsis. The key learning point from this procedure is that a combination of a plastic endoprosthesis with a nasobiliary
tube allows continuous lavage of the bile ducts as an optimal treatment for suppurative cholangitis. This article is part of an
expert video encyclopedia.
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Technique
Endoscopic retrograde cholangiopancreatography (ERCP).
Materials
• Endoscope: Fuji ED530XT8; Fujiﬁlm, Tokyo, Japan.
• Plastic stent: Straight 10 Fr Stent, 5 cm; Cook Medical,
Winston-Salem, NC, USA.
• Bougie: 10 Fr; Cook Medical, Winston-Salem, NC, USA.
• Nasobiliary tube: 8 Fr; Cook Medical, Winston-Salem, NC,
USA.
• Guide wire: Cook Medical, Winston-Salem, NC, USA.
Background and Endoscopic Procedure
A 75-year-old man with jaundice and cholangitis was admitted.
At ERCP, a high-grade obstruction of the distal bile duct sus-
picious for large cholangiocellular carcinoma was identiﬁed. As
there were signiﬁcant amounts of pus emptying out of the pa-
pilla, it was decided to proceed with placement of a plastic
endoprosthesis for optimal drainage and simultaneous in-
sertion of a nasobiliary tube for decompression and application
of continuous lavage. In a ﬁrst step, a plastic stent was placed.
After placement of the stent, the stenosis was too tight for
subsequent placement of the nasobiliary tube alongside the
stent. Therefore, before nasobiliary tube placement, the author
performed bouginage with a 10 Fr bougie. Afterward, an 8 Fr
nasobiliary catheter with side holes was advanced over the guide
wire and positioned with its tip at the level of the bifurcation.
The technique for maintaining the position of the nasobiliary
catheter while removing the endoscope again requires cooper-
ation between the endoscopist and the assistant. The endoscope
is removed over the assembly, leaving it in place. While the
endoscopist advances the nasobiliary catheter into the biopsy
port of the endoscope, the assistant carefully and slowly with-
draws the endoscope from the patient. At removal of the
endoscope, the nasobiliary catheter forms a loop conﬁguration
in the duodenum that prevents dislodging of the catheter. After
removal of the endoscope, the nasobiliary catheter must be
exchanged from the mouth to the nose. The catheter is then
connected to a bottle of saline for continuous ﬂushing of the
bile duct. Alternatively, if no simultaneous stent for drainage is
in place, the nasobiliary tube could be connected to a gravity-
type bile drainage bag for collection of the bile. However, in this
scenario, careful intermittent ﬂushing of the biliary tree with a
syringe is recommended to allow removal of the pus.
Key Learning Points/Tips and Tricks
• Combination of a plastic endoprosthesis with a nasobiliary
tube allows continuous lavage of the bile ducts as an op-
timal treatment for suppurative cholangitis.
• The use of the stiff nasobiliary tube should be limited for
3–7 days, as long-term use was associated with pressure
sores of the mucosa.
Complications and Risk Factors
When the patient reports pain during continuous lavage of the
bile ducts, a cholangiogram should be performed (via the
nasogastric tube) to conﬁrm patency of the stent. Never per-
form lavage with a pressure pump, as occlusion of the stent
and failure of drainage of the ﬂuid may cause discomfort to
the patient and potential damage to the bile ducts.
The use of the nasobiliary tube should be limited for 3–7
days, as long-term use was associated with pressure sores in
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the nose, inﬂammation in the posterior pharynx, granulations,
and injuries to the vocal folds.1
Scripted Voiceover
This is a 75 year old man with severe cholangiosepsis and
jaundice. For diagnosis and treatment an ERCP is performed.
The papilla shows two separate openings for the pancreatic
and bile duct. First the pancreatic duct is cannulated with a
standard cannula. Gentle injection of contrast shows that
there is an abrupt ending of the duct of Wirsung after 4 cm.
This is probably due to a pancreas divisum but malignant
obstruction cannot be excluded at this point. The cannula is
withdrawn and the common bile duct is inserted. Contrast
injection reveals a long ﬁliformous stenosis that extends from
the papillary region to the middle portion of the common bile
duct. The stenosis measures 45 mm. Have a close look at the
contour of the bile duct: while the distal portion of the sten-
osis shows smooth edges there are also suspicious irregular-
ities with polypoid appearance, indicated by the white arrow.
This feature is highly suggestive of a malignancy, most likely a
cholangiocarcinoma, since previous sonography did not show
any mass in the region of the pancreatic head. As there were
considerable amounts of pus emptying out of the papilla it
was decided to proceed with placement of a plastic endo-
prosthesis for optimal drainage and simultaneous insertion of
a nasobiliary tube for decompression and continuous lavage.
Here you see a 10 French 9 cm plastic stent that is maneuvered
across the stenosis. After placement of the stent, the stenosis is
too tight for placement of a nasobiliary tube alongside the
stent. Therefore: preceding bouginage is necessary in this case.
First a guidewire is traversed through the stenosis alongside
the plastic stent, then a 10 French bougie is forced through the
tight stenosis. As you will see it can be a hard piece of work to
push the bougie through that rigid malignancy alongside the
plastic stent, that further increases the friction. The friction
might be reduced when the assistant maintains the wire in a
straight position while light pull tension is placed on the wire
to reduce the slack in the wire. For maximum mechanical
advantage it is also important to keep the distance between the
tip of the endoscope and the ampulla as short as possible. You
can also increase the force and assist advancement of the stent
by moving up and down the big wheel of the endoscope and
twisting the axis of the endoscope. Finally the stenosis is suf-
ﬁciently dilated and we can remove the bougie and replace it
with an 8 French nasobiliary tube that is advanced over the
guidewire while its position is observed through the endo-
scope. Previous bouginage now permits an easier glide of the
catheter into position. Once the nasobiliary tube is in position
at the level of the bifurcation, the guidewire is withdrawn.
Now the endoscope is removed while the position of the
nasobiliary catheter is maintained. As you can see the naso-
biliary catheter maintains a loop conﬁguration in the duo-
denum that prevents dislodging of the catheter. While the
endoscopist advances the nasobiliary catheter into the biopsy
port of the endoscope, the assistant carefully withdraws the
endoscope from the patient. After removal of the endoscope
the nasobiliary catheter must then be exchanged from the
mouth to the nose. At the end of the procedure we have a
perfect position of the plastic catheter, indicated by white
arrows, and the nasobiliary tube, indicated by the black arrow.
Now the nasobiliary tube can provide noninvasive cholangi-
ography. The contrast that is injected is promptly drained into
the duodenum by the straight plastic stent. The catheter is
then connected to a bottle of saline for continuous ﬂushing of
the bile duct and simultaneous drainage through the stent.
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